Introduction
Neonatal jaundice affects 60% to 80% of newborns [1] [2] [3] and phototherapy, as the only treatment used since 1958 4, 5 in many countries, still lacks the use of technologies that preserve the skin-to-skin contact of the mother-child binomial.
In this context, the baby remains as long as possible, naked in a crib, only with genital and ocular protection, under a focus of continuous light. 1 Thus, the bilirubin in the irradiated subcutaneous tissue can be reduced and transformed into a watersoluble molecule, to be rapidly excreted by the biliary and urinary system. 4, 6 With such treatment, the newborn (NB) is protected from the bilirubin neurotoxicity, from subtle manifestations to lack of coordination due to extrapyramidal dysfunction, including auditory neuropathy and sensor neural hearing loss. 7, 8 There are different devices available for treatment of neonatal jaundice, from those employing halogen lamps, fiber optic and Light Emitting Diode (LED), or even sunlight (heliotherapy), 2 however, without international consensus on the best type of the lamp to be used. 5 The BiliBlanket, technology developed in 1990, is a high emission phototherapy system, by optical fiber blanket, which may be positioned under oron the body of the newborn, enabling it to be breastfed during the procedure without occluding their eyes. 9 It is imported technology and, therefore, little available in Brazilian health institutions.
Despite the benefits of phototherapy, the separation of the NB-mother binomial and the deficit of support to both may result in physical and psychic overloads, mainly for the mother.
The literature about the object of study (maternal experience with her NB in phototherapy) corroborates to a challenging experience, both in the physical and psychological aspects. 8 However, there are few recent studies, exploring maternal experience and the role of nurses in care of the binomial. 10 Considering the epidemiological relevance of jaundice in NB; the overloads which mothers are submitted to; the possibility of non-adherence to treatment by the mother and the impairment of the child's health, as well as lack of research conducted according to the method proposed by this research, the need to explore the research problem initially proposed is sustained. Therefore, this study aims to: understanding the maternal experience with NB in phototherapy treatment in rooming-in care.
Methods
It is a qualitative research on the comprehensive approach, using methodological frameworks Grounded Theory 11 and Symbolic Interactionism 12 as theoretical background.
The study was conducted in the Public Maternity Hospital from State of São Paulo, Brazil, with population coverage of 1.5 million users from 68 municipalities of a Regional Health Department (DRS). It has 40 beds exclusively destined to rooming-in care, performing in 2015 a monthly average of 59 caesarean deliveries and 110 vaginal deliveries.
At this time, the Institution followed the current basic standards, proposed by the Brazilian Ministry of Health, for implementationof "Rooming-in Care" system, with a multiprofessional team consisting of nursing (one nurse for 30 mother-child binomials and one auxiliary or nursing technician for every eight binomials); physicians (an obstetrician for 20 mothers and a pediatrician for 20 children); other professionals (Social Worker, Psychologist and Nutritionist). 13 The data collection was done by means of electronic medical record (sociodemographic, obstetrical and neonatal), and non-directive interview, held in a reserved room attached to the rooming-in care, having as a guiding question: Tell me how has been your experience with your baby's phototherapeutic treatment?
The interviews were audio recorded and conducted from August to September 2015, by one of the researchers with training in the collection of data technique, after the mothers of NB in phototherapy have accepted the invitation.There were two refusals, one due to weariness and physical exhaustion and another because of embarrassment at the interview recording.
In this study, we used intentional sampling and theoretical saturation, 11 which was obtained with the analysis of the 15 th interview with mothers of NB in phototherapy, when data began to repeat and new events ceased to emerge, categories and subcategories proved to be sufficiently developed to form the theoretical model. In addition, the model was presented and validated by the participating mothers, who referred to represent their experiences, according to one of the ways of validating the model, recommended by Strauss and Corbin. 11 It is emphasized as a criterion of mothers' inclusion, besides their interest in participating in the study, the fact that it was the second day of treatment, or from this, and that the baby couldn't have been hospitalized in the Intensive Care Unit or Intermediate Care Unit at any time of the experience for another diagnosis or treatments, that is, the ones whose hospitalization was only due to the need for phototherapy.
After transcribing the interviews in full and suppressing any information that could identify the mothers, an analysis was carried out according to the Grounded Theory steps 11 :
-Microanalysis: detailed analysis line by line, necessary to generate initial categories (with their properties and dimensions), suggesting relationships between them and a combination of open and axial coding; -Open coding: an analytical process wherewith concepts and their properties are identified and dimensions are discovered in the data. It allows conceptualizing the process of grouping similar items according to defined properties and giving the items a name that means this common link. In the conceptualization, large amounts of data are reduced. A concept is an abstract representation of an event, object, or action/interaction that a researcher identifies as meaningful in the data. Categories are concepts derived from data that represent phenomena. The concepts begin to be constituted when the analyst begins the process of grouping them or classifying them in more abstract terms, in categories; -Axial coding: it is the process of relating categories to their subcategories, according to their properties and dimensions, systematically. This stage of analysis is important for the construction of theory; -Selective coding: process of integration and improvement of theory. In the integration, the categories are organized around a central concept, through several techniques: to describe the history, using diagrams, classification and revision notes.
The maternal experience with NB in rooming-in care based phototherapy was analyzed in the light of Symbolic Interactionism. Four important aspects distinguish this theoretical framework from others in psychology: "1 -Symbolic Interactionism creates a more active image of the human being and rejects the image of a passive and determined organism. 2 -the human being is understood as someone acting in the present, who is influenced not only by what happened in the past, but also by what is happening now. 3 -interaction is not only what is happening among people, but also what is taking place within the individuals. This definition may be influenced by those whom we interact with. It is also the result of our own definition, our interpretation of the situation. 4 -Symbolic Interactionism describes human beings as more active in their world than in other perspectives. 12 The concepts of Symbolic Interactionism are: symbol, self, mind, putting yourself in the other's shoes, human action and social interaction. 12 The interviews were carried out after approval of the research project by the Research Ethics Committee (CAAE 43060915.1.0000.5411; Advice number: 1.011.716) and obtaining the free and informed consent form of each puerperal woman with NB in phototherapy.
Results

Characterization of the mother-NB binominal
The 15 postpartum women who participated in the study were between 15 and 37 years old, with education from elementary school to high school, and family wage of one (252 USD) to four Brazilian minimum wages.Eight were primigravidae and seven were between the third and fifth pregnancies, and five reported previous experience with NB in phototherapy. In the process of analysis, it was unnecessary the formation of sample with mothers groups with or without previous experience, since they did not differentiate during the analyses.
The NB were born within 34 to 41 weeks of gestation, they were between the second and seventh day of life, in rooming-in careand exclusive breastfeeding.
Theoretical model abstracted from experience
From the analysis of the data, according to the steps of the Grounded Theory, the understanding of maternal experience with NB care in phototherapy was approached.
The categories identified and the established theoretical relations allowed the development of an analytical and explanatory process of actions and interactions that make up the process of caring for the NB by mother in the puerperium, involving the multi-professional team in this context, composed of four sub processes: (A) getting disappointed with the bad news; (B) feeling recluse, separated from her baby, accountable and with not enough support for care; (C) resigning to the protective role of baby's mother in suffering and risk; (D) seeking strategies to deal with the situation (Figure 1 ).
Getting disappointed with the bad news (A) is the first sub process from experience; it is due to the feeling of sadness, dissatisfaction and consequently frustration of the mother, facing the suspension of the expected hospital discharge at 48 hours of life of the NB.This sub process consists of the next four steps that follow, and begins when the mother in puerperal state, being informed by the physician of the diagnosis of jaundice, and the need for the treatment (A1).
Surprised at the suspension of the baby's discharge and, consequently, suddenly interrupted her expectations of returning home, the mother describes herself as if she had been shocked (A2). Shaken by the news that the baby needs to stay hospitalized, even guided by physicians, she remains discontented and crying most of the time, as Mother 5 reported:
[...] I was frightened because nobody told me that my baby would look like this. I was expecting to be discharged with my baby, but the nurse arrived and said, "You're OK, but your baby has to stay in the light bath." I asked, "But, why?" "Why?" [...].
After the impact of the news, the mother undertakes a movement trying to understand the situation (A3). A maternal reaction that motivates her to go, usually to the physician, in an attempt to clarify her doubts both about the causes of neonatal jaundice in her baby and the phototherapeutic treatment. However, this need for understanding by the mother is not always satisfied by the professional, as Mother 8 said:
[...] When the doctor came to examine my baby, I asked him if she was having any problems. He explained me superficially, saying that he was evaluating the baby to see if she was yellow. I asked if the baby was. He replied, "Ah! I have to look at the table. He's gone [...] . I tried to talk to the doctor in the After receiving the bad news, feeling shocked, and trying to understand the situation in which her baby is, the mother ends up frustrated with the suspension of the NB's hospital discharge (A4); in the face of maternal deprivation of what is expected (discharge of the NB), after receiving the news that the expected hospital discharge in48 hours of life would be suspended, beginning then the phototherapeutic treatment for jaundice. Thus, the prolongation of hospitalization refersfeeling recluse, separated from her baby, accountable and with not enough support for care (B) by the members of the multi-professional team that work there, an experience that signals the worsening of maternal suffering.
In face of this treatment for jaundice, the nursing team delegates to the mother the function of continuously monitoring the maintenance of the eye protector in her baby, so that it ensures that there is no lesion of the corneas, that is, she is held accountable for the NB's vision integrity (B1), as well as hygiene and food care, as said Mother 11:
[...] I could not sleep. I had to watch the baby, to make sure the glasses were protecting those little eyes, and still had to breastfeed him. Someone in the nursing said I had to nurse him every two hours. So that the yellow of skin was eliminated faster. So I was not even sleeping. It was difficult! [Silence].
Taking on the role of protector, the mother considers herself suffering to see the baby's eyes blindfolded (B2). They report as being painful the interaction with the baby crying, angry because of protective glasses. These go beyond barriers to incidence of light in the baby's eyes, but also to non- In a constant state of alertness, in the exercise of protective mother of NB in phototherapy, she is impelled to remain depriving herself from sleep and rest (B3). Exhausted, between naps, either at night or during the day, the mother often finds herself frightened by the baby, sleeping or not , without the protective glasses, blaming herself for imagining that the baby's visual acuity may have been affected. Therefore, she despairs and feels impotent, through the exhaustion caused by the exercise of her role in the treatment, added to the stress with the labour. And this accumulated stress interferes with the mother-child relationship, as they said: [...] You stay the whole time in that tension and then you do not sleep. I even try to take a nap, but I cannot. I hear a little baby noise and I run to see if she's trying to take the eyeshade. Sometimes I do not even lie down; I sit on the bed watching her, because I cannot get her out of the crib. So I watch over her sleep all night, so that nothing worse will happen. I have to stay up day and night because I have no one to help me watch over my baby [.. 
.] (Mother 1).
As a result, the mother feeling uncomfortable about disturbing sleep in rooming-in care (B4), increases her stress by realizing that her baby's crying is contributing to sleep and rest disturbance of the other mother-NB binomials. The experience movement indicates that much of the physical and psychological burden of being a mother of NB in phototherapy is due to the fact that the puerperal woman perceives herself in a difficult situation of not counting on support (B6) neither from their family members nor members of the multi professional team to meet any of these physiological needs such as sleep and rest. The mother, most of the time, is weeping, exhausted, in the absence of someone who replaces her until she re-establishes her energies through rest, to continue playing the protective role of the NB. They cry and do not always count on help and guidance from the multi professional team on how to slow down crying and, consequently, the child's suffering, that is, the binomial's, reports Mother 8:
[...] A lot of things start to happen and you ask the nurse for help and she replies that it is normal. The first response saying it is normal you accept, from the second and on you start to find it strange that no one can help you (tremulous voice). Resigned to baby protective role in phototherapy, the mother undertakes movement to the fourth and last sub process of the experience, nominated seeking strategies to deal with the situation (D).
The first attitude of mothers is to try to calm the baby by offering the breast for the baby to breastfeed (D1). The first and main strategy used by the mother to relieve the stress of the NB, even recognizing that the time spent for breastfeeding, would imply the prolongation of treatment time, since during this period the baby remains out of the light spot, interrupting momentarily the phototherapy. However, she strives to exercise her protective role, following the guidelines of the team, seeking to resolve the intercurrences that may hinder or prevent effective breastfeeding, such as: use of silicone nipple, adjust the correct handle to the maternal breast and try to relieve stress, to be psychologically well to breastfeed her baby. Mother 1 related:
[...] The baby who does not sleep gets restless, that is, they get worse. Then there is no way to proceed with the treatment. [...] in this way, I stay up all night with her, because when she cries I pick her up, I offer her breast and if she [...] calms down, I put her back in the crib. Then she sleeps a little longer and after about three hours, she wakes up again and so she wakes up several times during the night [...].
Requesting environmental warm-up (D2) is another strategy employed to promote comfort for the baby, since at night, when there is a drop in temperature and seeing the baby naked and with signs of hypothermia, the mother undertakes movement so that the team promotes the elevation of temperature in the environment, as said Mother 7:
[...] I asked for a heater, because it was kind of cold. My baby [...] was shaking a lot. She had her feet and hands frozen. I thought: -I think she must be cold. Then I asked for the heater and she gave it to me. Now I turned it off because she was sweating [...].
Finally, when experiencing the challenges that shape the role of mother of NB in phototherapy, they often find themselves imagining other less aggressive treatments (D3), with concrete possibilities of less psychological impact. As an example: imagining the existence of a medication as a form of treatment; application of light in which there is no danger of corneal injury; another way of treating jaundice, the possibility of only daytime sessions; or even the possibility of a companion who would stood with the binomial throughout the time of phototherapy, as Mother 10 told: Through the realignment of the components that formed the sub processes, a central designated category which covers them may be discovered, constituting then the experience process, called: from suffering to resignation in order to deal with the maternal experience with NB in phototherapy ( Figure 1) .
Discussion
Analyzing the movement of the experience of puerperal women entitled,"From suffering to resignation to deal with the maternal experience with NB in phototherapy", the protective role of mother as a symbolic intervening component has been found to prompt her to seek ways of dealing with the challenging experience. In the same way that, the team of rooming-in care emerged in the experience of this mother, using the same symbol, to hold her accountable for constant vigilance in maintaining the integrity of the baby's vision throughout the treatment.
It is emphasized in this experiential movement, aggravating the humanization of care, with symbolic violence perpetrated by the team, once they do not offer sufficient support in the care of the binomial, imprisoning the mother to psychic and physical suffering, with the feeling of impotence in the exercise of a role assigned to her, almost humanly impossible to be fulfilled.
The perpetuation of forms of symbolic violence in health settings is often veiled and therefore more difficult to recognize and, consequently, to be faced or prevented in everyday life. In the experience of mother with newborns in phototherapy, the influence for such concealment can be inferred to the social conception of obligatoriness of the maternal role in the care, through division of roles between the genres, 14 influencing the self of both mother and health team, because according to Symbolic Interactionism, the self is a configured social object in relation to which the individual acts, and this action depends onhowhe/she seeshim/herself, howhe/she defineshim/herself, the judgment he/she makes of him/herself is highly dependent on the social definitions he/she encounters during his/her life. 12 Symbolic violence, for the French sociologist Pierre Bourdieu, is a form of coercion exercised by the body that morally and psychologically affects the other, without physical confrontation. It is a form of constraint that relies on the recognition of a determined imposition, be it economic, social or symbolic. For the author, symbolic violence is the means of exercising symbolic power over the other. 15 It is for these reasons that the mother feels insecure and frightened by the possibility of something wrong occurring with the baby, consequently by her on judgment as well as by the team, family and society's judgment, once aware of her role and emphatically guided by the team about her responsibilities.
A recent study on the process of humanization in the field of power relations analyzed the occurrence of symbolic violence as an aggravating factor in dehumanization in hospitals, with mothers in Neonatal ICU, corroborate results of this research. The study referred to dehumanizing factors far beyond the lack of physical structure of hospitals, such as reports of non-acceptance, hostility and symbolic violence, signaling that the process of humanization passes, above all, through the establishment of less asymmetric relations of power between the hospital staff and the accompanying mothers. 16 This research showed in the continuum of the mother-NB experience in phototherapy, difficulties of establishing therapeutic communication with professionals, at the moment when the mother demanded clarification on the disease and the treatment of the baby, early in the experience, when disappointed by the bad news, as well as subsequently feeling reclusive, separated from the baby, responsible and with insufficient support for care.
The review of the literature on the object of research experience of mothers of neonates in phototherapy and health team has been shown to be still challenging the establishment of effective communication. 3, 8, [17] [18] [19] Mothers observe from the professionals: insufficiently provided 3, 19 or divergent 8, 18 information, with the use of technical terms 18 and evasive responses.Sometimes, demonstrating ignorance of the therapeutics and disinformation about the technological apparatus. On the part of the mothers, the shyness before the health team has been recognized as a barrier to communication. 19 As a result, many unanswered doubts remain with mothers, 3, 19 leading them to insecurity 1, 19, 20 and distrust, 1, 18 even assuming catastrophic outcomes, 20 such as the separation of the binomial, through its discharge 5 and or risk of death of the NB. 20 Taken by these fears, the mother begins to worry about the clinical evolution of her baby. 19, 20 In this study, mothers assume alternative treatments in an attempt to minimize the suffering caused by it, resigned to the perception of the need to continue applying the necessary care to improve health conditions of her newborn.
In addition, these mothers pointed out the need to develop other methods of treatment of Neonatal Jaundice, which could ease the separation of the binomial, such as the use of some medication, but although there are some drugs described in the literature, which are effective in decreasing or inhibiting the increase of serum bilirubin, 21, 22 they are usually used together with phototherapy, and the best evidence of treatment for jaundice is still the use of light, with fewer direct side effects to the neonate. 1 It is considered insufficient to invest only in technology with high-emission phototherapy system by optical fiber, in order to minimize mother-child separation and the risk of injury to the corneas of the newborn, but concomitantly to work with the staff issues related to humanization in care.
The mother should be treated as the main subject of the educational relationship established in rooming-in care. The team should be attentive to their doubts, fears, questions and desires to learn, in addition to minimizing the feeling of imprisonment and improving the perception of support, which would make the time experienced meaningful in encouraging the woman to care for her child. 23 It is considered salutary to schedule, together with the mother, family members or the staff members themselves, a rest period for these mothers, as an assisted right.
In a study in which the exhausted mothers were allowed to take rest breaks, they praised the initiative, since they returned motivated to continue in the rooming-in care. 24 
Final Considerations
The objectives initially proposed were achieved, once the theoretical -methodological approach employed allowed the understanding of the maternal experience with her newborn in phototherapy, entitled "From suffering to resignation in order to deal with the maternal experience with NB in phototherapy".
The symbolic intervening component, the protective role of mother, has propelled her into attempts to cope with the challenging experience by feeling compelled to exercise as a caretaker by the team. In the same way, the rooming-in care team emerged in the experience of this mother, using the same symbol, to hold her accountable for the constant vigilance in maintaining the integrity of the baby's vision.
This research contributed to the unveiling of symbolic violence perpetrated by the health team to the mother with NB in phototherapy, associated with the social conception of the obligation of the maternal role in care, when the latter is deprived of sufficient support, impelling it to psychic and physical suffering, with the feeling of impotence in the exercise of a role attributed to her, almost humanly impossible to be fulfilled in rooming-in care.
Finally, the results of this study indicate the need to review public policies on maternal and child health in the country, even being this study restricted to analyzing the experiences of mothers of NB in conventional phototherapy of a public hospital.For this reason it would be advisable to continue the studies, to verify the experience and perceptions of the team members, as well as to compare this experience with other public institutions, as well as with experiences from private institutions.
In addition, it is recommended to invest in the adoption of technology with high-emission phototherapy system by optical fiber, in order to minimize mother-child separation and risk of injury to the corneas of the NB, while continuing to work with the team on issues related to humanization in assistance to the binomial.
